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This paper is part of a series of eight 
Legacy Papers synthesizing major 
lessons learned through research 
conducted under the Frontiers in 
Reproductive Health Program 
(FRONTIERS).  
 
The full set of Legacy Papers includes 
the following: 
 
-- Capacity Building 
-- Family Planning 
-- Female Genital Mutilation/Cutting 
-- Gender 
-- Integration of Services 
-- Sustainability of Services 
-- Utilization of Research Findings 
-- Youth Reproductive Health 
 
The complete reports referenced in 
these papers are available online: 
 
www.popcouncil.org/frontiers 
How to Be Certified “Gender-Sensitive”* 
 
1) Initial self-assessment using standardized tools 
 
2) Development and implementation of improvement plans with own resources 
 
3) Meet minimum of 80% of set of quality and gender standards 
 
4) External assessment ensuring standards have been met 
 
5) Certification at public meeting with plaque placed at clinic to inform clients of quality 
offered at unit 
 
*Certification is valid for 2 years so process must be repeated 
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FRONTIERS Legacy Documents       Gender and Reproductive Health Services 
Addressing Gender‐based Violence 
 
Health providers can be trained to address domestic violence during regular RH 
services.  After training 400 health providers in Mexico and Peru, follow‐up 
interviews with a sample of 100 providers found 95 percent providing services, 
information, and counseling regarding domestic violence to clients, and almost half 
(45%) reported training other providers. The study reinforced need for establishing 
institutions assisting domestic violence survivors, for providing continued support 
after experiences are identified during RH consultations (Pick and Miranda 1999). 
 
Post‐rape care protocols and services remain poorly known or implemented. 
Many countries have developed policies and protocols on post‐rape care, including 
emergency contraception and HIV prevention; implementation is, however, weak. A 
situation analysis in seven cities in Bangladesh and India showed no uniformity in 
service provision. Police had little or no training on managing or counseling rape 
survivors, and hospitals had few providers skilled in medical management of rape 
cases. Services for comprehensive management, including STI prophylaxis, referrals 
for HIV C&T, and PEP, were little‐known and rarely available (Khan et al. 2008). 
 
Post‐rape care can be integrated into existing outpatient services at district 
hospital level.  An intervention in South Africa tested feasibility of creating a 
standardized and routine package of post‐rape care services within the outpatient 
department of a district hospital, including establishing a sexual violence advisory 
committee within the hospital; developing and instituting a rape management 
policy; training healthcare workers and other providers in specific services; 
centralizing and coordinating post‐rape care by designating a specific and private 
room in the outpatient department; and undertaking community awareness 
campaigns about service availability. The service necessitated fewer interactions 
with providers, quality of care substantially improved across all domains, patients 
were more likely to receive HIV PEP and complete the full 28‐day regimen, and mean 
time interval reduced from 28 to 18 hours between assault and receiving first PEP 
dose. Importantly, this study demonstrated it is possible to substantially expand 
nurses’ roles in sexual assault medical management (Kim et al. 2007).  
 
Medical management of post‐rape care needs stronger linkages with the legal 
system and the capacity to meet the needs of child survivors of both sexes. 
Despite demonstrating competence in medical care of rape survivors, most nurses 
were reluctant to learn and implement forensic examination, citing perceived 
inability and unwillingness to testify in court if needed. The South Africa study 
corroborated evidence from other countries, that one‐fourth of survivors were less 
than 14, about half were under 18, and several were male. The package of care 
services had assumed a largely adult clientele, so adjustments need to be made, in 
policy and services, to ensure particular needs of a younger clientele, both medical 
and psychological, can be met by the same program (Kim et al. 2007). 
